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| A Recertification/Abbreviated Survey was
conducted 08/24/10 through 08/26/10, and a Life
Safety Code Survey was conducted 08/25/10.
Deflclencies were cited with the highest Scope
and Severity of an ‘E". ARQ #KY00014847 was
substantiated with no deficlencles cited. ARO
KY00015214 was unsubstantlated with no
deflclencles citad. ARQ KY00014846 was

. unsubstantiated with ‘deficiencles clted.

F 241 | 483.16(a) DIGNITY AND RESPECT OF F241| pogq
83=0 | INDIVIDUALITY

_ ' This Plan of Correction constitutes our
The facility must pramaote care for resldents in a facility’s wrirten allegation of complisuce

manner and In an environment_ that maintaing 6r .| for the deficiencies cited. However, submission
enhances each resident's dignity and respect In of this Plan-of Correction in not an’admisslon

full recognition of his or her individuality. that a deficiency exists or that one was cited

correctly. This Plan of Correction is anbmitted

This REQUIREMENT is not met as evidanced 10 Moer requirements established by the state

Based an observation and interview it was
determined the facifity falled to ensure care was
provided In & manner which maintained each
resident's dignity. Observation.during meall

| Ttis the policy of Five Star Quality Care
(Lexington Country Place) to provide or arrange
services that meet professional standards of

service ravealed two (2) staff members were - quality per stato and fedoral rogulations ’
standing while feeding realdents In the dining | (see attachmont). _
rgom. : -
' - ' 1. 'What comrective actions were taken for those
The findings Include: e residents identified as having been affected

by the alleged deficient practice?
Observation In the Graenbriar dining rcom on

08/24/10 at 12:30 PM revealed Certifled Nursing The residents at the Greenbrair dining area
Agslistant (CNA) #1 leaning on the table with one were exposed to the deficient practice of
hand and feeding a resident with the other hand. promoting care in an environment that
Further ohservation revealed CNA #11 was atso maintains and enhances each resident’s dignity
standing whlle feeding a resident. and respect. The CNAs were instructed promptly
by the nurse manager and a chair was provided

Intarview with CNA #1 on 08/24/10 at' 12:40 PM ' for sicting.

LABORATORY, BIRE AGVIDRFVSUEALIER REPRESENTATWVE'D SIGNATURE, TML.E By DATE

>Aeuond gA) (DO HOM) g-17-10

Any dellcia’ncyamamnt dnding with astorlek {*) denotes a deflciency which the tnetitution may hae exousad from correcting providing il is datemined that
pther sataguards provide sutficlent proteetion to the patents. (Sen instnrcllons.) Exoept for nureing homes, tha findings etated above ara disclesebls 80 daye

jollowing tha date of whother or not a plan of corvaction le p For nuraing ha the above findings and plana of corvaction are disclosable 14
tays folbwinﬂlha dgfa t documeants are made avallaile to the clity i deficlancle
program patticipatigh. )

o
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provad plan of gomectian s requisita to continued
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F 241 | Continued From page 1 F 241 What actions will be taken to identify other
rovealad the alde was a new emplayee and was residents who may be affected by the alleged
still in orientation. CNA #1 staled the facillty had deficient practice?
proviged training related to feeding the residents, ‘
but the aide did no! remember anything specific All residents have the potential to be affected
about standlng and feading. ' by the alleged deficient practice; therefore
: the facility will implement the corrective actions
Interview with the Unit Manager (UM) on 08/24/10 disoussed in #3 below. The Director of Nursing
at 12:560 PM revealed she had seen the two (2) and socia) services made observation rounds and
aldes standing over the residenis while feading. completed ten (10) resident interviews on
8he confirmed CNA #1 was "still learning" and £/31/10 and 9/2/10.
CNA #11 was from an outside agency. The UM _
provided a chalr to the aide during the course of What measures will be put into place or what
the meat. Continued Inte;view re\'real_ed staff systemic changes will be made to ensure that
fggg?ﬂ?ﬁm been sitting down to feed the the alleged deficient practice will not reoccur?
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 Unit Managers were in-serviced on August 26"
88=0 | COMPREHENSIVE CARE PLANS ' By the Director of Nursing and alt Nursing staff
A faoility must use the resulls of the assessment gaviem%“da]tf;‘? :’%’,f °r°§;gff :’-eg';]sg“tgi od
1o develop, review and revise the resident’s bep aber . /- N an L ¢ i ‘;’
comprehensive plan of care, y the Director of Nursing related to standing
. . - while feeding, providing care with dignity, and
The faclllty must develop a comprehansive care promoting a respectful enviranment. All now
plan for ‘each reslident that includes measurable lnrqs will Teceive I:esldem dignity and respectful
objectives and timetables to meet a regident's environment training by the staff development
medical, nursing, and mental and peychosocial nurse during the orjentation process.
needs that are Identified in the comprehensive How will the facility monitor its performancs
assessment. ' to make sure solutions are sustained?
The care ptan must describe the services thal are Unit nurse mangers or designee will monitor the
to be furnished to attaln or maintain the rasident's resident dining aveas during breakfast and Junch
highest practicable physical, mental, and- during the weekdays and the vurse house supervisor
psychosogial well-being as required under or designee will monitor the dining areas during
§483.25; and any services that would otherwise suppor for the weekdays and during the meal times
be required. under §483.25 but are not provided on the weekends, Unit mangers, house supervisors,
'due to the resident's exerclse of rights under or designeo will monitor care delivery for dignity
§483.10, including the right to refuse treatment and providing 2 respectful environment (examples
under §483.10(b)(4). include by not limited to providing
privacy, knocking when entering, addresses by
FORM CM8-2567(02-99) Previous Varsions Otiotete Event (D:OHP11 Toi  Proper names, providing matching clothing, etc) by -

observation of care delivery by monitoring two

(2) vursing staff members every shift daily for two
(2) weeks, then every shift weekly for six (6)weeks,
and then every shifl monthly for three (3) months.
Immediate staff education will be condueted If
indicated, Monitoring tools will be reviewed during
the facility morning interdisciplinary team. meeting.
In order to ruaintain ongoing compliance, concerns
will be reviewed in the weekly “Standards of Care™
meeting. Compliance and further monitoring
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F 279 | Continued From page 2 F 279 Completion Date
' 10/4/10 ‘
This REQUIREMENT is not met as evidenced |
by: :
Based on observation, intarview and racord F 279
review it was determined the facility failed to
ensure Comprehensive Plans of Care were This Plan of Correction constitutes ovr
devsloped to meet the residants' medical and facility's written allegation of compliance
nursing needs for twa (2) of twelve (12) sampled for the deficiencies cited. However, submission
residents (Resident #3 and #2). of this Plan of Correction in not an admission
' that a deficiency exists or that one was cited
The findings Include: correctly. This Plan of Correction is submitted
' 1o meet requirements established by the state
1. Record review ravealed Resident #3 had and foderal law. .
multiple admissions, the most recent baing ' ‘
07/28/10. Review of the Physivian's Admissian It is the policy of Five Star Quality Care
Orders and the Resident Admission Record (Lexington Country Place) to provide or arrange
revealad the resldent had an allergy to Levaquin services that meet professional standards of
(ein antibiotio). Review of the Care Plan dated, quality per staté and federa) regulations
07/1410, prior to the most recent hospitalization, (see attachment).
‘| reveated Resident #3 was allerglc to Synthrold, a
thyrold hormone rep!auen?enl drug.. 1. What corrective actions were taken for those
Further review of .the Physiclan's Orders and the residents identified as l?avmg‘been affected
Medication Admlnlstraﬂo&:l Record revealad ’ by the alleged deficient practios?
ﬁ?ﬂggﬁgﬁ “;:;; eceiving Synthrold fitty (50) Resident #3°s clinical record and comprehensive
! ; care plan was corrected with the accurate drug
Interview with the Minimym Data Set (MDS) allergy fnfarmation on August 26,2010.
Coordinater on 08/26/10 at 2:30 PM revealed she Resident #2's clinical record and comprehensive
could not say why she noted Synthroid &s an care plan was cortected with the accurate
allergy on the Care Plan. She stafed she may safety alarm device to the wheelchair on
have confused the drug Levaquin with the generlc August 24, 2010.
term tor Synthrold {Levathyroxine). )
' ) 2. What actions will be taken to identify other
Interview with the Director of Nursing (DON) on residenta who may be affected bY the alleged
08/28/10 at 3:00 PM revealed she had checked deficient practice?
with the resident's physician and thare was no
dacumented allergy 1o Synthroid. Additionally, the All residents have the potential to be affected
resident had exhibited no adverse reactian to by the alleged deficient prastice; therefore
. - the facility will implement the corrective actions
" Bvant ID:CHPIN Faof discussed in #3 below. Medical records anditad

five (3) active resident charts from each unit to

compare physician orders, comprehensive care plan,

and the nursing assistant care plan for accuracy

by 9/23/10. Medical records completed the allergy

audit on all resident charts for accuracy by 9/17/10,
_see #3 for specific andit.
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. F 279 | Continued From page 3 Fo70 ‘ _ N
dally administration of the drug. The resident 3. What measures will be put into place or what
was, howavar, aliergic to L.evaguin. systemic changes will be made to ensure that
oo the alleged deficient practice will not reoccur?
2. Review of Resident #2's clinical record . . . .
reveated diagnoses which included Dementia and Safety device audits by the nurse unit manAgers
a History of a Cerebravascular Accldent (CVA). wers completed ou all residents by September
Review of the Admission Minimum Data Set 17" with a comparison to the physician’s orders,
{MDS) Assessment dated 08/08/10 revealed the the comprehensive care plan, the CNA care plan,
tacllity assessed 1he resldent as having both short: the eatment record, clinical record, and residont
and long term memory loss, and as requiring total safety assessment. i .
asgistance for transfers. Al Nursing staff have 1mm1d:ator5:h in-servicas
' . : scheduled for Septerober 17%, 18%, and 23
Review of the Resldent Assessment Protocol to be conducted by the Director of Nursing
.| Sumimary (RAPS), dated 08/06/10 revealed the related to safety device orders, implementation,
resldent was non-ambulatory and relled upon a monitoring, and cate plans.
wheelchair and staft asslstance tor locomotive
needs. o Medical records completed audits for all residents
, for accurate resident allergy information with |
Gt o ons et e
admission assessment (POS), and the care plan
whealchair to alert steff of unassisted transfers. on Septoruber 10° and 17 with immediate
: ' : tions made if indicated. This allergy audit
Obsarvation of Resident #2 on 08/24/10 at 11:50 correo : 1S AVOTE
AM revealad the resident was In a whealchair in “;;? ‘;ldfl ed to ﬂl‘:ﬁs};d@m ?ml}ss:’“i‘:;;d‘fa:m
the day vaom; however, there was no alarm noted \ch 1s compated By Meciea’ ¥ next
on the wheslchalr. Observation of Resident #2 businags _day for all admissions apd readmissions.
n 08/24/10 at 12:30 PM revealed the resident The medical vecord consultant will completea
was in the dining room being fed by staff and monthly report and present to the monthly CQI
there was no alarm noted on the wheelchair. team consisting of administration, medical
Further observation of Resident #2 on 08/25/10 at director, and Director of Nursing.
11:00 AM revealed the restdent sitting in a Al nurses will be in-serviced related to accurate
wheelchalr In the dayroom and there was no chalr documentation of allergy mfonnaﬂonmon thf u
alarm on the wheelchair scheduled meetings for September 177, 187, & 237,
, ‘ All new hire nursing staff will be in-serviced on
Roview of the Comprehensive Plan of Care, resident safety devices, and resident allergies during
dated 08/24/10 revealed the resident was at risk the orientation process. .
for falls because of dependency on others for The MDS nursa and care plan team (dietitian,
daily care needs. There were several therapy, social services, nursing, activitios, and
Interventions (isted for fall prevention; however, additional staff members as indicated) will audit
the resident charts scheduled for that week's care |
FORM CMS-2687(02-08} Previous \Verslans Obsolele Evant ID:CHP 111 Feclity plan meetings for comparison of physician orders, 21°

updates to the comprehensive care plans, and the
nursing assistant care plans for acouracy.
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F279| Continued From page 4 F279| 4. How will the facility monitor ts performance |
th;a alarT tothe whealchalr was nat noted as an to make sure solutions are sustained?
intervention,
: In order to monitor ongoing compliance, unit
Interview on 08!24!10 with the MDS Coordinator n ::;;;5 an n:laintaiﬁ a sifaty ,ﬁ’a\f}’;a log with
B%‘;gi:,‘:g ﬂ;z Itrr‘ml;':?slg:r:?:(::\n gfal?egggrt:; schn daily updates according 1o changes with physician
' y ; ‘ orders and resident assessment changes. The log will
She stated the Intervention for the chair alarm will be réviewed at the weekly “Standards of Care”
was on the Interim (I,ar Plar:; however, she had meetings. The safety device orders will be placed
fa"?_ld tg ensurt; '(hel ntrveng)léwas carried over on the resident treatment record with a nurse check
totl @ Lampre _ans ve Plan are. documented every shift for coropliance that the
: } - device is intact and functioning appropriately.
Review of the facllity’s, "Process for Plan of Cate | o
| Development and Communication” Policy, The 1gntfmanagsrl§ w;l: ﬁomtor 'gm ueannt;p:m
revealed the admitting'nurse would develop and r “0;‘ § °‘;l°°‘“" 1an g ‘:1“1'5;5 ‘;?gm"f! :
initiate & writien plan of care for the resident weekly and report to “Standar 0 A
within 24 hours of admission or re-admission to Cf')mpllanc.e will be reported by the ,
include Physigian's Orders and additional Director of Nursing during the monthly quality
asgessments and interventions as deemed assurance (CQ) meeting.
appropriate, After the initial Resident Asseasment These monitoring audits of safety devices and
Instrument was completed, the Comprehensive resident allergies will be ongoing tools and
Care Plan would be further developed and any findings will be addressed and any
communiaated to staff. The Care Plan was to be corrective actions will be initiated at that time.
reviewed at ra-admission, with 2 change In Medjcal records will audit two (2) charts from
condition, and no less than every ninety (90) each unit monthly for compliance and accuracy
. | days. in developing and updating the coraprehensive
“F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET F 281 care plans and xeport findings to the DON or MDS
§s=0 | PROFESSIONA". STANDAHDS nurse promptly if a correction is needed
and to the monthly CQI meetings.
The services prouldad or arr%nged by the facllity y€Q B .
must meet profesaionsal stantards of quality. Comptetion Date
10/4/10
. i
This REQUIREMENT s not mat as evidenced F 281 -
by: .
Based on abservation, interview, and recard This Plan of Correction constitutes our
review it was determined tha facllity falled to facility’s written allegation of compliance
ansure Physiolan's Orders were followed for one. for the deficiencies cited. However, submission
(1) of twelve (12) sampled residents (Resident of this Plan of Correction in not an admission
L that a deficlency exists or that onc was cited

FORM CMS-2567(02-46) Previcus Varalons Qbeolete

Event 1D:CHPITY

“ Fagl

correctly. This Plan of Correction is submitted
to meet Yequirements established by the state
and federal law.

o 50!217

It is the policy of Fiva Star Quality Care
(Lexington Country Place) to provide or arrange
services that meet professional standards of
quality per state and federal regulations

(see attachment).
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F 281 | Cantinued From page 5 Fop1| 1. What correctiv'e actions were taken for those
residents identified as having been affected
The findings include: by the alleged deficient practice?
Revlew of Resldent #2's medical record revealed Resident #2's clinical record and comprehensive
diagnoses whioh inaluded Dementia and a History care plan was correctod with the accurate
of a Cerebrovascular Accldent (CVA). Review of safety alarm device applied to the wheelchair on
‘the Admiasion Minimum Data Set (MDS) _ August 24, 20)0.
Assessment, dated 0B/06/10 ravealad the facility _ . o
aasessed the resident as having both shart and 2. What actions will be taken to Identify other
long term memory loss, and as requiring total residents who may be affected by the alleged
assistance for transfers. . : deficient practice?
Review of the Physiclan's Orders dated 08/10 All residents with orders for safety alarm device
revealed Ordérs for a pressure alarm to the hava the potential to be affected
whigetchalr to alort steff of unassisted transters. by the alleged deficient practice; therefore
g Oél24l the facility will implement the correctlve actions
Observatian of Resident #2 on 10 at 11:50 discussed in #3 below. Medlcal records andited
AM revesled the resident was iq'? whea.loh:lr‘ In five (5) active resident charts from each unit to
the day room and there was no alarm noted on compare physician orders, comprehensive care
the wheelchalr. Observation of Resident #2 on ‘ plans, and the nursing assistant carc plan for
08/24/10 at 12:30 PM revepled the resldent was M accuracy by 9/23/10.
in the dining room being fed by statf and there :
was no atarm noted on the wheslchair. Continued 3.  What measures will be put into place or what
zl')\:ervatl?ndo:hﬂesidlgnt :#2 on 0%{25/]1 0 at 11:00 syatemic changes will be made to ensure that
whe':;::;fln 1hzr§:yrg:mw:r? dst'h:rge a:s 1o chalr the alleged deficient practice will not reoccur?
alarm cbiservad on the whaalchair Safety device audits by the nurse unit managers
. T ) . X were completed on all rasidents by September
Interview on (8/26/10 at 11:00 AM with Certifled 17 with a comparison to the physician’s orders,
- | Nursing Assistant (CNA) #5, who was assigned to the comprehensive care plan, the CNA care plan,
the resident on 08/24/10 and 08/25/10, revealad do o t?n tropord (T APR) " nical d"’ P
she was hired on 07/27/10 and i was her first "'i d“ ef“ r : record, an
week being assigned to the residents by herself. "’lsl i\‘;"“ salety ?;S;“mem‘ datory i ,
She stated the aldes were to refer 1o the "Nursing Ah ed??g sr.as R 1 oot
Assistants Report Sheet" when caring for the scheduled for September 177, 187, and 23
resldents. She reviewed the Report Sheet ahd to he conducted by the Director of Nursing
stated the intervention for a chair alarm was an rolated to safery device orders, implementation,
the Report Sheet; however, she was unaware the monitoring, and oars plans. o
resldent was to have a chalr alarm. Further’ Upit managers and the MDS nurses will review
. all new physician orders in the next scheduled =~ —
FORM CMB-2567(02-66) Pravious Verslons Obsolete Evam |D: GHP 1Y . Fadlity ¥ morning stand up meeting to ensure transcription ot21

of order to the treatment record or medication
record, update the CAN care plan, énsure
implementation of the order,
and update the comprehensive care plan. All
physician orders will be placed on the twenty-four
hour report for seventy-two hours to ensure
communication between shifts with umit managers
1o monitor.
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¥ 281 | Continued From page 6 _ £ 2g1| Unit managers to monitor TARs for nurging
Interview, revealed she did not roullnely check the doousmontation and gomghgncc that safe'fy devices
Report Sheet, and only checked itif she had a are in use every shift an night shift charge nurse
question about a resident. CNA #5 observed to andit S?fﬂl'y devices every night for plactment
Resident #2 in the wheslchair and confirmed the and working function. S
resident did not have an atarm on the wheelchalr, The MDS nurse and care plan team will audit
and also stated the resident did not have an ' The resident charts scheduled for that week's care
alarm on the wheelchair on 08/24/10, when she plan meetings for the completion of physician orders,
was asslgned to the resident. by auditing the physician orders, transcription to
| MARSs and TARs, updates the comprehensive care
Interview on 08/25/10 at 11:10 AM with the Unit plan, and the CNA, care plan for accuracy.
Manager/Licensed Practical Nurse {LPN) #7, All nursing new hires will be in-serviced on resident
revealed she was not sure if the resident still had safety devices during the orlentation process.
a Physiclan's Order for a ohalr alarm. LPN #7
reviewed the medical record, and stated there
was a current Physiclan's Order for an alarm to 4. How will the facility monitor its performance
the wheeichalr. Funher intarview revaaled the to make sure solutions are sustained?
second and third shit nurses were to check to
ensure safety devices were In place daily and In order to monitor angoing compliance, unit
| sign a Safety Devices Record each day; however, managers will maintain a safety device log with
she had not racelved the Safety Devices Record daily updates according to changes with physician
for 08/24/10. orders and resident assessment changes. The Jog will
F 323 483.26(h) FREE OF ACCIDENT F 323  wil] be reviewed at the weekly “Standards of Care”
88=E | HAZARDS/SUPERVISION/DEVICES meetings.
. . The unit managers will monitor the treatment
The tacility must ensure that the resident . vecords for compliance in nurse docurentation
enviranment rerains as free of accident hazards weekly and report to “Standards of Care™.
as is possible; and each residsnt recelves Compliance will be reported by the
adequate supervision and assistance devices to Dirsctor of Nursing during the monthly quality
prevent accidents. assurance (CQI) meeting.
These monitoring audits of safety devices and
weekly care plan audits will be ongoing tools and
: any findings will ba addressed and any
corrective actions will be initiated at that time.
'll;c_is REQUIREMENT !s not met as evidenced Medical records will audit two (2) chatts from
: L Fach unit monthly for cormpliance and accuracy
. Baa.md on observation, interview and record of following physiclan orders and report findings
review it was determined the fac!lity falled to L g
to the DON or MDS nurse promptly if a correction
ensure adaguate supervision and assistive ‘s needed and monthly fo the CQI team and will
. avi de of twalve
| davices to prevent accldents for one (1) of twe | continue as dotermined by the CQY team. |
FORM CMS5-2567(02-83) Fravious Vemsiona Obsolate Event ID: GHP1 i’millly ID:t00sRT If continuation ehéet Page 7 of 21
Completion Date
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F 323 | Continued From page 7 F 323 F 323
(12) sampled residents (Resident #2). Also, the -
tacility failed to provide a sate environment CThi ; o
related to items left unattained which could poss E:fl'ipl?:sf-gomﬁuont?“s?mm ?PI
a danger to the resklents. [y's written a'legation ot compatice,
for the deficiencies cited. However, submission
. | of this Plan of Correction innot an admission
The findings include: that a deficiency exists or that one was cited
1. During the initial tour on 0B/24/10 ai 9:40 AM, correctly, This Plan of Corcsction Is submitted
ohservation revealed the daor to a housekeaping PR ements ostablishod by the state
closet on the 300 Unlt was unlacked, with no and federal law.
housakeeplng staff within sight of the door. . . . .
Inside ihe hausekeeping closet were hazardous It is the policy of Five Star Quality Care
chemicals whicH Included Oasis 269 Glass Force, (Lexingron Country Place) to provide or arrangs
and T8 Disinfectant and Deodorizer. Review of services that meet professional standards of
the Materlal Safety Data Sheet (MSDS) for Oasls quality per state and federal regulations
260 Glass Force revealad it may be fatal if (see attachment). '
swallowed. The MSDS fot TB Disinfectant and ) . .
Deodorizer revealed it was harmful if absorbed 1. What corrective actions were talen for those
through the skin, swallowed or inhaled. residents identified as having been affected
by the alleged deficient practice?
Interview with Housekeeper #1 on 08/24/1Q at
9:48 AM, who was around the corner cleaning an The housekeeping oloset door on upit 3 contammg
unsaimpled resldent's roam, revealed hazardous chemicals was locked on August 24"
housekeeping staff were to keep the and the housekeeping staff was instracted that day
housekeeping closets locked. She stated, she on safety regulations related to locked chemicals.
was the last person to get supplies out of the
unlocked housekeeping closst. Further interview Resident #2°s elinical record and comprehensive
revealed, after securing items from the care plan was corrected with the accurate
housekeeping closet, the breakfast trolley was In aafety alarm device applied to the wheolchair on
the way preventing her from securing the daor. August 24, 2010,
Interview with the Housekeeping Supervigar on 2. ‘What actions will be taken to identify other
08/25/10 at 10:25 AM revealed houaekeaping residents who may be affected by the alleged
doors were to be locked when not In use to deficient practice?
ensure resident safety. Further interview
revealed, sometimes the housekeaplng door on All mobile residents have the ; :
potential to be
the 300 Hall was unlocked due to the food trolley affected by the alleged deficient practice related
bemg In the way. to locked chemicals and
: ) all residents with orders for safety alarm devicss
FORM CMS-2667(02-09) Pravioua Varsions Otsalel Evant ID:CHPIN Faolily (0 have the potential to be affected

by the alleged daficient practice, therefore
the facility will implement the corrective actions
discussed in #3 below,

The DON and social services made cbservation
rounds viewing locked housekeeping carts,
closets, and environmental safety and intexrviewed
five (5) employees and ten (10) residents on 8/31/10
and 9/2/10.

Attt a1 s
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| \nterview, with Registerad Nﬁrsa (RN) #2 who had

| Dementia and a History of Cerebrovascular

needs.

Review of the Wandering/Elopemant Risk List,
undated, revealed seventesn (17} rasidents in the
facility had been assessed to be at risk for .
wandering. Eight (8) of the sevantaen (17)
residents resided on the 300 Unit,

been an duty on the 300 Unit on 08/26/10 at 3:25
PM, revealed two (2) residents on the 300 Unit
were al risk for wandering and had decreased
safely awarenass.’ -

2. Review of Resident #2's clinical record
ravealad diagnoses which included Advancad

Accident (CVA). Review of the Admission
Minimum Data Set (MDS) Asgessment dated
08/0B/10 revealed the facllity agsessed the
resident as having severe impalrment In cognitive
skills for decision making, as requiring total
assistance for transfers, and as being unable to
ambulate.

Review of the Resident Assessment Protacol
Summary (RAPS), dated 08/06/10 revealed the
resident was non-ambulatory, and ttllized a
wheelchair and staff assistance for locomotive

Review of the Falls Risk Assessment dated
07/2410 ravealed the resident was at moderate
risk for falls related to poor safety awarenass of
physioal abilities and limitations, incontinence of
bowel and bladder, and required the assistance of
one (1) to iwo (2) people for tranafers and/or
ragquired the use of a lift device.

Review of the Physlolan's Orders dated 08/10 -
revealed Orders for a pressure alarm to the

* the comprehensive care plan, the CNA care plan,

3. What measures will be put into place or what
systemic changes will be made to ensure that
the alleged deficient practice will not reocenr?

. |
I-Iousekeaging staff were in-serviced no August
1™ and 16" related to safety measures regarding
locked storage at all times of all hazardous
chemicals if not in use by the saff and
Training will be conducted with all new hires
duning the orientation process.

Safety device audits by the vurse unit managers
were completed on all rasidents by September
17" with a comparison to the physician's orders,

the treatment record (TAR), clinical record, and
restdent safoty assessment.
All Nursing staff have mandatory in-services
scheduled for September 17%, 18", and 23
to be conducted by the Director of Nursing
related to safbty device orders, implementation,
monitoring, and care plans.
Unit managers and the MDS nurses will review
all new physician orders in the next scheduled
morning stand up mesting to ensure transcription
of order to the treatment record, update the CNA
care plan, ensure implementation of the device,
and update the comprehensive care plan.
Unit managers to monitor TARs for mursing
documentation and compliance that safety devices
are in ugo every shift and night shift charge nurse
to audit safety devices every night for placemeat
and working function. :
Safety device training will be conducted with alt
new nursing hires during the orientation process.

7

FORM CMB-2507(02-80) Pravious Versiong Obaolele

Evant 1D: CHPI1

Faaliity 10: 100527
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F 323 | Continuad From page ¢ F 323! 4. How will the facility monitor its performance
wheelchair to alert staff of unassisted transters. ' to make sure solutions are sustained?
Observation of Resldent #2 on 08/24/10 at 11:50 In order to monitor angoing compliance, the
AM and 12:30 PM, and 08/26/10 at 11:00 AM Housekesping manager or designee will conduct
revealed the resident was sitting in a wheelchalr, daily monitoring for two (2) weeks, then weekly for
howsever, there was no chalr alarm observed on , six (6) weelcs, and than monthly for three (3) months
the wheelchair. and implement corrective actions and staff training
: : if indicated. Housekeeping Manager will report to
Raview of the CompreheqsIVe Plan of Care dated the monthly CQI meeting with ongoing compliance.
.| 08/24/10 revealed the resident was at risk for falls '
because of dependency on others for daily care In order to monitor ongoing compliance, unit

neads. There were several interventlons listed for
fall prevention; however, an alarm to the
wheelchair was not listed as an intervention.

managers will maintain a safety device log with
daily updates according to changes with physician
orders and resident assessment changes. The log will
will be reviewed at the weekly “Standards of Care”
meetings.

The unit managers will monitor the treatment
records for compliance in nurse documentation
weekly and report to “Standards of Care”.
Compliance will be reported by the

Director of Nursing during the monthly quality
agsurance (CQI) meeting.

Intarview on 08/24/10 at 10:46 AM with the MDE
Coordinator revealed the Interim Care Plan was
‘written on 07/24/10 which was the resident's day
of re-admisglon. She stated the intervention for
the chair alarm was on the Interim Care Plan;

however, it had not been carrled over 1o the
Comprehensive Plan of Care. '

Interviaw on 08/26/10 at 11:00 AM with Certified ' These monitoring audits 6f safety devices '
Nursing Assistant (CNA) #8, revealed she was wil] be ongoing tools and

assigned ta the resident on 08/24/10 and ' any findings will be addressed and any
08/25/10. She stated the aldes were to reler to corrective actions will be initiated at that time.

the "Nursing Assistants Report Sheeft" which they . _ )
carried in their pockets when caring for the : ;
residants. CNA #6 reviewed the Report Sheet . ;:(;:;g:letmn Date
and stated the resident was 1o have a chalr atarm. ' _
Furthar interview, revealed she did not routinely .
cheok the Report Sheet when caring for the
rasidents, and only checked it if she had a
question. CNA #5 confirmed the resident did not
have an alarm on the wheelchair, and also stated
the resident did not have an alarm on the
whealchair on 08/24/10 while she was assigned
to the resident.

FORM CMB-25a7(02-90) Previous Veralona Obsolate Event 1D:CHP111 Facillty 1D: 100827 . . [tcontinuation eheel Page 10 of 21
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STATEMENY OF DEFICIENCIES (A1) PROVIDERVSUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECYION IDENTIFICATION NUMBER; COMPLETED
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. C
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’ DEFICIENCY)
F 323 | Continued From page 10 F 323
interview on 08/25/10 at 11:10 AM with the Unit
Manager/Licensed Practical Nurse (LPN) #7,
revealed she was unsure if the resident still had a
Physiclan's Order for a chalr alarm, The Unit
Manager reviewed the med|oal record; and statad F328
there wae a curreht Physiclan's Order for an
alarm to the wheelchalr. Continued interview, This Plan of C " "
reveated the second and third shift nurses were to h ‘F]' rian ot °“"31° 1on constltutes our
chack to enaure safety davices wére In placa dally cilitys written allegation of compliance
and sign a Safety Davices Record each day to for the deficlencies olted. However, submission
turn In; however, she had not recelved the Safety of this Plan of Correction in not an 3‘1“11?5‘0“
Devices Record far 08/24/10. that a deficiency exists or that one was cited
correctly. This Plan of Correction is submitted
Intarview on 08/26/10 at 9:30 AM with the Director to mest requirements established by the state
of Nursing (DON) reveated staff nesded . and federal law.
‘education related to reading the Nursing Assistant _ ) . )
Report Sheets for safety devices. She further Itis t}w policy of Five Star Quahty_Care
stated the night shift staft were 10 ensure safoty (Lexington Country Place) to provide or arrange
. devices were In place and operating. - | services that meet professional standards of
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328{ quality and propor treatment and cace of special
as=p|NEEDS : services per state and federal repulations

The facility must ensure that residents receive
proper treatmeant and care for the following
spacial services:

Injections;

Parenteral and enteral flulds;

Colostomy, ureterosiomy, or ileostomy care;
Tracheostomy care,

Tracheal suctioning, -

Respiratory care,

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced

Ba'sed on abservation, interview and récord

(see atrachment).

k.

FORM CME-2567(02-68) Previous Veralans Obsoléle

Event 1D: CHPIN

Faollity 1D:

What corrective actions were taken for those
residents identified as having been affected
by the alleged deficient practice? T

The tube feeding bottle and tubing was
disposed of immediately on residenc #2
by the unit manager when she was notified the
the tubo feeding was not Jabeled with the
date and time the botile was opened and hang, .
resident’s pame, the tube feeding rate, and the

. murse’s injtials wha hung it

‘What actions will be taken to identify other
regidents who may be affected by the alleged
deficient practice?

' |
All residents with enteral) nutrition or tube

feeding methods have the potential to be affected
by the alleged deficient practice; therefore

the facility will implement the corrective actions
discussed in #3 below.

Howaver, Resident #2 s the only resident in the

facility with tbe feedings.
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STATEMENT OF DERICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULYIPLE CONSTAUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
- C
N 185160 8. wine : . 08/26/2010
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, 2IP CODE
, 700 MASON HEADLEY ROAD
LEXINGTON CQUNTRY PLACE | LEXINGTON, KY 40504
4) 1D " QUMMARY STATEMENT OF DEFIQIENCIES | 10 PROVIDEA'S PLAN OF CORRECTION x6)
REFIX (EACH DEFIOIENCY MUST BE PRECEDED BY FULL. . PREFI (EACH CORRECTIVE ACTION SHOULD BE; COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
' DEFICIENCY)
F 328 | Continued From page 11 F 328) The facility has no residents with tracheostomy

tube feeding pump which was turned off. There

{ feeding was hung, the tube feeding rate, and the

review, it was determined the facility falled lo
ansure proper ireatment and care for tube
feeding services for.one (1) of twelve (12)
sampled residents (Resldent #2).

The findings include:

1. Review of Resident #2'a clinical regord
revealed diagnoses which included Dysphagla,
and Status Post Gastrostomy Tube Placement.

Reaview of the Physician's Orders dated 08/10
ravealed ardersa for "2 Cal HN" (fube feeding) at
tifty-five (65) milliliters per hour, to run from 8:00
PM untit 8:00 AN, :

Observation on 08/24/10 at 11:45 AM revealed a
bottie of "2 Cal HN" tube feeding hanging on a

was ho Indication on the tube feeding bottle of the
resident's name, the daile or time the bottle wasg
openad and hung, or the lube taeding rate. -

Intarview on 08/24/10 at 11:50 AM with the Unit
Manager, revealed the tube feeding was to run for
twelve hours and then the bottle and tubing were
to be discarded. She further stated, the nurse
who worked the previous shift should have written
the resident's name, date and time the tube

nurse's initials on the tube feading bottle when it
was hung. Further interview revealed the nurse
who warked the previous shift was not a regular
nurse on the unit and fioated to afl the units..

Review of the “Enteral Nutrition Guidelines" Polioy |-

ravealed there were na Instructions related to
labeling the tube feeding bottie prior to delivery of
tube feeding.

_mapagers for accuracy by 9/13/10. Foley catheters

3. What measures will ba put into place or what

FORM CME-2667(02-80) Previous Verelone Obsolate

Evanl ID: CHP 1Y

Fa

neads or dialysis needs. All residonts charts with
respiratory needs were audited by the unit

are audited weekly by the unit managers for accuracy
and reported to the weekly “Standards of Care”
meetings. The facility

has one resident with a prosthetic limb and one
resident with a ostomy appliance and these

charts were andited on 9/27/10 by the MDS
nurse for accuracy. All resident charts will be
audited for special care needs by medical records
by 9/30/10 for accuracy in physician orders,
transcription, comprehensive care plans, CNA
care plans, and supporting diagnosis.

systemic changes will be made to enswre that
the alleged deficient practice will not reoccur?

Raviaw of the “Enteral Nutrition Guidelines™
and an addendum added to include accurate
labeling of tube feeding battlas by nurses.
MNursing staff in-services are scheduled for
September 177, 18%, and 23" for review of
labeling tube feeding bottles accurately with
the rosident’s name, nurse’s initials who hung
it, date and time the bottle was hung, and the
mbe feeding rare. DON will in service nursing
staff on resident special care needs and

" compliance with resident assessment, appropriate
documentation, physician orders, diagnosis, and
care plans on 9/30/10 and 10/2/10. AH new nurses
will be trained on policy and labeling of tube
feeding and spacial care needs during new bire
orientation. All physician orders will be placed
on the 24 hour report fro 72 hours ta ensur¢
communication between shifts. MDS nurse and
care plan team with audit the resident charts atthe ___
weekly scheduled care plans for accuracy in caring 21
for resident with special care needs.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D FROVIDER'S PLAN OF CORRECTION (6]
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY O LSG IDENTIFYING INFORMATION) TAQ CROS8-AEFERENCED TO THE APPROPRIATE DATE
_ OEFICIENCY)
F 431 | 483.80(b). (d), (e) DRUG RECORDS, F 431 . )
a8-F | LABEL/STORE DRUGS & BIOLOGICALS 4. How will the facility monitor its performance
o make sure solutions are sustained?
The facility must employ or obtain the services of
a licensed pharmacist who establishes a system Unit nurse mangers or designee will monitor the
of racords of recelpt and disposition of all tube feedings daily for accurate labeling of the
controlled drugs in sufficient detall to enable an bottles and document on a Jog sheet to be reviewed
acourate reconciliation; and determines that drug daily in moming stand up meetings for 4 weeks then
records are in order and that an account of all at random weekly x8 woeks, then random monthly.
controlled drugs is'maintained and periodloally Tmmediate staff education and corrective actions
reconcited. : will be conducted if indicated during monitoring,
. ‘ ' - In order to maintain ongoing compliance, concetns
Drugs and biologicals used in the facility must be will be reviewed in the weekly “Standards of Care”
fabeled in accordance with currently accepted meeting. Compliance will be reported by the
professional principies, and include the Director of Nursing during the monthly quality
appropriate accessory and cautionary Assurance (CQI) meeting.
instructions, and the expiration date when _ Medical records will audit two (2) charts from
applicable. ‘ . each unit monthly for compliance and accuracy
: _ ' _ ' in resident special care needs to cnsure physicien
In accordance with State and Faderal laws, the orders are followed, transcription, appropriate
facliity must etore all drugs and biologicals In . ) )
diagnosis, updates to the comprehensive care
locked compartments urider proper temparature plan, and CNA care plan updates. Medical records
a:nvg%‘gézgg t% e‘!;‘n;itkgnly authorized personnal to will report to DON or MDS nurse for correction
Vs if indicated promptly, and to the mouthly CQI
The facllity must provide separately locked, meetings. :
permanently affixed compartments for storage of Completion Date
cantralled drugs listed in Schedule 11 of the 10/4/10
Comprehensive Drug Abuse Prevention and |
Control Act of 1976 and other drugs subject to F43)
abuse, except when the facllity uses single unit
package drug distribution systems In which the This Plan of Correction constitutes au
quantity stored is minimal and a missing dose can facility’s written allegation of compliance
be readily detected. : for the deficlencies cited. However, submission
of this Plan of Correction in not an admission
that a deficiency exists or that one was cited
. , . correctly. This Plan of Correation is submitted
I;'.'s REQUIREMENT is not met as evidenced to meet Tequirements established by the state
Based on observation, Intervisw and record and foderal law.
p————— oo It is the policy of Five Star Quality Care .

FORM CMS-2567(02-80) Previoua Veralons Obeotete

(Lexington Country Place) to provide or arvange
services that meet professional standards of
quality per state and federal regulations

" (see attachment).

1.  What corrective actions were taken for those
vesidents identified as having been affected
by the alleged deficient practics?

No speqiﬁc rosidents were identified as having



~_SEP-28-2010 TUE 12:27 PM LEXINGTON COUNTRY PLACE FAX NO. 868 276 2751 P, 26
. PRINTED: 09/09/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SEHVIQES OMB NO. 08938-0391
'TATEMENT OF DEFICIENCIES (1) PROVIOER/SUPPLIER/CLIA (%) MULTIPLE GONSTRUGCTION (X3) DATE SURVEY
\ND PLAN OF COARECTION IDENTIFICATION NUMBER; COMPLETED
) - A, BUILDING
C
B. WING
| : , 185160 . 08/26/2010
NAME OF PROVIDER OR SUPPLIER STAEET ADDRESS, CITY, STATE, ZIP CODE
700 MASON HEADLEY ROAD
L TON COUN ’
EXINGTON TRY PLACE LEXINGTON, XY 40504
- {X4) 1D SUMMARY STATEMBNT OF DEFICIENCIES o " PROVIDER'S PLAN OF CORRECTION (6
PREFIX {EACH DEFICIENCY MUST BE PAEGEDED BY FULL, PREFX {EACH CORRECTIVE ACTION SHOULD BE mmﬁnm
TAG RAEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-AEFERENCED TO THE APPROPRIATE DAYE
) DEFICIENCY) '
F 431 | Continued From page 13 What actions will be taken to identify other

.| the Magnolia Unit refrigerator had expired Insulin

‘supplies which included;

raview It was determinad the facility falled to
ensurs drugs and blologicals were labeled and
stored in accordance with currently accepted
professional principtes. The medicatian room an

vials which were open and ready for use. In
addltion; there were expired supplies in the
medication raom. Also, a treatment cart had an
open tube of Triple Antibiotic ointment which was
not bagged, dated or labeled.

The findings include:

Observation of the Magnolia Unit medication
raom on 08/24/10 at 3:45 PM revealed a vial of
Novolog 70/30 Ingulin with an apen date of
07/18/10, and a vial of Novolin A Insulin with an
open date of 07/21/10 In the medication
refrigerator.

In addition, the medication room had explrad

three (3) dreasing change trays In a cabinet with
expiration dates of 10/09, 01/10, and 06/10,
seven (7) shielded Intravenous (IV) catheters with
an expiration date of 07/10, four (4) IV catheters
with an explration-date of 08/10, and a box of
three cublc centimeters (3 ac) syringes with an

axpiration date of 04/20/10.

interviaw on 08/24/10 at 3:45 PM with Repgistered
Nursa (RN) #2 revealed the Insulln vials were
outdated and were only good for twanty-eight (28)
days after opening. She further stated she was
unsure who was responsible for chacking
medlcations and supplies in the medleation room
for expiration dates. B

Interview on G8/24/10 at 4:00 PM with the Unit

F431] 2.

FORM CMS-26a7(02-29) Proviaue Varalone Obaclele

" Bvant ID:CHPATY

Faslity I pyedication labeling, and maintaining clean,

residenta who may be affected by the alleged
deficient practice?

The expired supplies in the roedication raoms,
the insulins, and the ointment wore disposed
of immediately when identified on August 24",
All teaidents have the potential to be affected

. by tha alleged deficient practice; therefore

the facility will implement the corrective actions
discussed in #3 below.

The facility contract pharmacist inspected all the
medication rooms and carts on 8/30/10 and found
o outdated medications or supplies. The unit
managers inspected and cleaned the medication
and weatment carts 9/3/10 and implemented any
corrective action and staff education if indicated.
The facility contract pharmacist reviewed and
inspected the controlled medications on the
medication carts and the smergency control box

. on 8/24/10, 8/30/10, and 9/27/10 and implemented

any corrective action if indicated.

What measures will be put into place or what
systemic changes will be made to ensure that
the alleged deficient practice will not reoccur?

All Nursing staff have mandatory in-services
scheduled for September 17%, 18", and 23™

to be conducted by the Director of Nursing
related to disposal of expired medications and
supplias, proper labeling of medications, and the

maintenance of medication rooms.

The DON will in setrvice nurses on the proper
recelving, storage, pharmacy résponse to
medication orders, and disposing of
medications appropriately on 9/30/10 and
10/2/10.

All new nurses will be in-serviced on disposal
of expired medications and supplies, proper

sotel
organized medication rooms, Teceiving, storage,
medication orders, and disposing of medications
appropriately during the new hire orientation

process,
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Manager/Licensed Practical Nurse (LPN) #7,
revealed she was unsure who was responsible for
checking for expired items In the madication
raom.

Interview on 08/26/10 at 9:30 AM with the Director
of Nursing revealed she was aware the '
medication-rooms were “cluttared and

disorganized" and she had plans for the night shift | .

Supervisor to be In charge of the medication
rooms. Howsver, at that time, the Unit Managers
were responsible for checking for expired
medications and supplies in the medication
rooms.

Reviow of the facllity's polioy, "Equipment and

| 8upplies for Adminiatering Medications*, revealed

the charge nurse on-duty ensured aquipment and
supplies relating to medication administration
were clean and-orderly, and the consuitant
pharmacist monitored medication storage
conditions. '

Review of the facility's paolicy, "Recommended
Expiration Dates", revéaled

Navalog 70/30 Ingulin should be digcarded -
twanty-alght (28) days after opening, and Novolin
R tnsulln should be discarded thirty (30) days
after apening. ' _

2. Observation of the Unit 1 treatment cart on
08/24/10 at 4:00 PM revealed an gpen tube of
Triple Antiblotic gintment that appeared 10 be half
full. The ointment was not bagged, dated or
labeled. Upon disoovering the tube, Licensed
Practical Nurse {(LPN) #2 discarded it in the trash.
The LPN stated, "that shouldn't be there."

intarview with the Unit Manager on 08/2410 at

X4) 1D 4] L]
IgFlE)FIX {EACH DEFICIENCY MUSY BE FRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
A DEFICIENCY)
F 431 | Continued Fram page 14 F 431| Pharmacist or designee will conduct

monthly medication room inspections,
medication and treatment cart inspections for
3 months on all units then once a quarter if
standards are met. Any findings will be
addressed and any necessary corrective actiona
will be initiated at that time.
Pharmacy provided a new updated information
sheet “Recommended Expiration Dates” for
appropriate digposal times for medications. These
were placed in the front of all medication
administration books (MARs) and treatment books
(TARSs) located on the medication carts and
posted in the medication rooms on Septembor 1*
and will be reviewed at the scheduled nursing
meetings on September 17%, 18", and 23",

How will the facility monitor its performance
to make sure solutions are sustained?

(it managers will monitor medication rooms
and medication and weatment carts weekly with
any findings being addressed and any corrective
actions initiated at that time. The night shift
chargo nurses are responsible for cleaning and

_organizing the medication rooms once weelly

and as needed, with monitoring by the unit
managers. Unit Managers are to report concerns
to the DON and to the weekly “Standards of Care”
meeting. The DON will report to the montlily CQI.
This will be an ongoing monitoring and reporting
1o ensure compliance.

The facility contract pharmacist will report to the
DON or designee during any visit to the facilicy

of her inspection findings or any concerns noted,
and she will report her monthly ingpections and
ections implemented monthly to the CQl meetings.

Completion Date

FORM CM$-2667(02-90) Previous Verslona Ousolete

Event [D:CHP 111
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F 431 | Continued From page 15 F 431
- | 4:05 PM ravealad no untabeled medications F 441
| should have been stored on the treatment cart,
F 441 483.65 INFECTION CONTROL, PREVENT  F 441 This Plan of Comrection constitutes our
88=0 | SPREAD, LINENS facility's written allegation of compliance
’ : . ~ for the deficiencies cited. However, submission
The facility must establish and maintain an of this Plan of Correction in not an admission
Infection Contral Program designed to provide a that a deficiency exists or that one was cited
safe, sanltary and comfortable environment and - correctly. This Plan of Correction is submitted
to help prevent 'tha development and transmission to Teet requirements established by the state
of disease and infectlon. and federal law.
(a) Infection Contral Pragram It is the policy of Five St T
policy of Five Star Quality Care .
The facility must establish an Infaction Control (Lexington Country Place) to provide or aange
F.'|rolgram‘unt;ler which itl d prevents infecti services that meet professional standards of
l(n )lhr;v\;scilllll; o0, oontrols, and prevents in ec ons quality per state and federal regulations
(2) Decldes what procedures, such as isolation, (seo attachmen). _
should be applied to an Individual resident; and . L
(3) Maintains a record of Incidents and corrective 1. W‘}gt °°“fg°“"_%:fi“°“lf wers ;a;‘;‘af%g‘:;e
(b) Preventing Spread of Infection ' '
(1) When the Infection Contro! Program No specific resident was identified as having
detarmines thal a resident.needs isolation to been affected by the alleged deficient practice.
prévent the spread of infeotion, the faciity must The KMA #2 and on the CNA #5 was
isolate the resident, in-serviced on August 26, 2010 by}‘he DON
(2) The facllity must prohibit employess with a of hand washing, use of hand sanitizer and
communicable disease or infected skin lesions infection control guidelines.
from direct contact with residents or their food, if ) o
diract contact will transmit the disease. . 2. What actions will be taken to identify other
(3) The facllity must require staft to wash their residents who may be affected by the alleged
hands after each direat resident contact for which deficient practice?
‘hand washing Is indicated by accepted
professlonal practice. All residents have the potential to be affected
by the alleged deficient practice; therefore
(c) Linens the facility will implement the corrective actions
Personnol must handle, store, process and discussed in #3 below.
transport linens 5o as to prevent the spread of The DON reviewed the xesident inspection
Infection. Control logs for the past thirty days and found
- Facility outbreaka of infectious diseases on
FORM CMS-2667(02-88) Pravious Vera!lans Obaolete Evenl I0: GHP11Y Facl

10/1/10. Resident infections are tracked,
logged daily by the unit managers and
discussed in the morning stand up meetings
and reported weekly to the Don in the
“Standards of Care” meetings. The DON or
designee monitors the infection control
program (ICP). The ICP consists of
surveillance, data collection, detection,
investigation, management, antblotic review,
isolation precantions, education, exposure

e e T N e T




‘of disease and inféotion,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
raview, it was determined the facllity failed to
maintain an Infection Control Program designed
to provide a safe, and sanitary environment to
help prevent the development and transmlssuon

The flndlngs include:

Review of the faclity's, "Handwashing" Poilcy
revealed handwashing was the most important
component for preventing the spread of infection.
The Palicy further stated, handwashing should be
performed when hands were visibly sollad, before
and after resident contact, after contact with
soiled or contaminated artioles, such as articles
that were contaminated with body flulds, and after
removal of medical/surgical or utility gloves

1. Observation of the medication pace on
08/25/10 at 8:30 AM revealed Kentucky
Medicatian Assistant (KMA) #2 admIinistered
medications to unsampled Resldent #1, with a
spocn and assisted the resldent to sip from a cup
of water. KMA #2 then began to set up
medications for the next resident, There was no
evidence she washed or sanitized her hands after
administering medication to unsampled Resident
#1 and prior to beglnnmg to set up medications
for the next resident.

Interview with KMA #2 on 09!25/10 at 8:35 AM
revealed she usually sanitized her hands after
administration of medication. Observatian
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What measures will be put into place or what
systemio changes will be made to ensure that
the alleged deficient practice will not reoconr?
: |

AN nursing staff was instructed on hand washing,
nse of hand sanitizer, review of the hand washing
policy, and each ermployee parformed a return
hand washing demonstration on September 10™
11%, by tho staff development nurse and her
designees.

All Nursing staff have mandatory in-services
soheduled for September 17, 18%, and 23

to be conducted by .the Director of Nursing
related to hand washing, use of hand sanitizer,
Infection control prevention and guidelines.

All new hires will be in-serviced onhand
washing, use of hand sanitizer, infaction control
prevention, and guidelines durlng the

the orientation process. Education on infection
control puidelines will be conduoted Twice
yearly by the staff development nurse or DON.
The oursing team monitors the infection contral
logs and new physician orders daily in the
moming Stand op meetings.

The DON or designes monitors the infection
Control program weekly during the “Standards
of Care”,

FORM CMS-2567(02-99) Previous Versiong Obeolets

Event 10: CHP1NM

Facillty ID: 400637
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F 441 Continued From page 17 F 441 How will the facility voonitor its performance
revealed she had a bottle of sanitizer on top of to make sure solutions are sustained?
the mecfication cart.
. The unicmanagers and house nurse supervigors
2. Observation of perineal cara on 08/25/10 at will monitor two (2) staff members with
9:20 AM, revealed Cerlified Nursing Assistant Hand washing during resident cave and use of
(CNA) #5 wiped stool from the resident's anal Hand washing or hand sanitizer during
area, removed the solled glovas, and opened the medication pass imes and obsarve infection
door to the hall. CNA #5 came back in the control precantions every shift for two (2)
resident's room carrying bed linens. There was weeks, then every shift weekly for six (6)
no evidence CNA #5 washed har hands aftar ) weeks, and then every shifl: mOn[h]y for three
removing tha gollad gloves and prior to leaving (3) months. Unit Managers will report
the room to obtaln items from the linen cart. weokly to “Standards of Care” meetings any
: compliance concerns. Unit managers will address
Interview with CNA #5 on 08/25/10 at 9:30 AM : itiat tive act
revealed she removed her sollegd gloves and did ::'{hf::] gﬁfﬁgﬂ;ﬂ; m‘]"ﬁgﬁ: :::é;?t:ﬁ
not wash her lhands. after per'fo:’m |rl‘19 phe ”r:ga'l medication passes monthly for hand washing
oare. F‘;m_he;\mtﬁrv;aw reveale st e ei 0:.’ ave compliance for three (3) months and will
washed her hands o. prevent contamination. initiate any corrective action at that time, and will
Interview on 08/26/10 at 8:30 AM with the Director gsport]t‘oanﬂsg 3‘3;‘3?: eCDQrI[;ge:tTﬁ
of Nursing (DON)revealed staft should sanitize D‘.’mpt' Noarsin d‘f. " Y bl auali
their hands betwaen resldents during medication Irector o O g t.““g ° y quality
pass. Further interview revealed handwashing “,lf’;“{m“.( Ql) meeting. o
should be done after the removal of gloves. - he infection control program monitoring
Continued Interview, revealed she needed to - will be reported by the DON in the mocthly
| have a handwashing inservice. CQI meetings.
F 514 | 483.75(1)(1) RES F 514 Completion Date
88=D lF_ll(EECORDS-COMPLETEIACGUFIATEIACCESSIB 10/4/10 '
The facility must maintain clinlcal r‘oco.rds on each
resident in acoordance with accepted profassional
standards and practices that ara complats;
accurately documented, readily accessible; and
systematically organized.
The clinlcal record must contain sufficient .
Information to dentity the resident; a racord of the
ragident's assessments; the planh of care and

FORM GME-8567(02:88) Pravious Verstons Ghaolata
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|y

axtensive to total assistance with Activities of

| written in by Licensed Practical Nurse (LPN) #11.

services provided; the results of any
preadmission scresning conducted by the State;
and progress notes.

This FiEQUIHEMENT is not met as evidenced

Based on interview and record review it was
determined the facility failed to ensure ofinlcal
records were malntained on each resident in -
accordahce with accepted professional standards
and practices. : :

The findings include:

Review of Residant #12's cloged record revealed
diagnoses which included Dementia and
Cerebravascular Accident (CVA) with Hemiplegla.
Review of the Admission Minimum Data Set.
(MDS) Assessment, dated 02/23/10 revealsd the
facility assessed the resident as having both ghort
and long term memory loss, as requiring

Paily Living, and as sustaining a fall within the tast
thirly {(30) days.

Review of an incident Report revealed the
resident sustained a fall an 02/11/10 at 10:00 AM
and was found on the floor beside the bed on his/
her knees with no injuries noted. Further review
of the-Report revealed the Responsible Party was
notified on 02/11/10 at 2:00 PM. Thie section of
the Raport which stated, "Was it nacassary to
notify the Physician 7* had N/A (not applicable)

Further review of the record revealed there was
no Nurse's Note written rélated to the fall on
021110 at-10:00 AM.

FORM CMS8-2567(02-60) Pmvious Varslona Oheolete

Event iD:CHP111

Fae

This Plan of Correction constitutes our
facility's written allegation of compliance

for the deficiencies aited. However, submission
of this Plan of Correction in not an admission
that a deficiency exists or that one was cited

“correctly. This Plan of Correction is submitied

to meat requirements established by the state
and federal law.

It i the policy of Five Star Quality Care
(Lexington Country Place) to provide or arrange
services that meet professional standards of
quality per state and federal regulations

{(see attachment).

1. What corrective actions were taken (or those
residents identified as having been affected
by the alleged deficient practice?

Resident #12 was identified as having been
affacted by the alleged deficient practice

of maintaining clinical racoxds for each
resident that are complete, accurately
documented, readily accessible, and
systematically organized; however Resident
#12 is no Jonger a resident in our facility and
this review was a olosed record.

2. ‘What actions will be taken to identify other
residents who may be affected by the alleged
deficient practice?

All residents having an event that deems the
completion of an incident report have the
potential to be affected

by the alleged deficient practice; therefore
the facility will implement the corrective actions
discussed in #3 below. |
Medical Records audits five (5) active resident
charts from each unit for compliance that the
clinical records were complete, had accurare
documentation, were readily accessible, and
organized by 9/23/10. Any findings were
addressed and any corrective actions were
completed at that time. '
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F 514 | Continued From page 19 F814| 3. What measures will be put into place or what
systemnic changes will be made to ensure that
Review of another Incident Report revealed the the alleged deficient practice will not reoccur?
resident sustained a fall an 02/11/10 at 1:40 PM
and was found lying on the floor beside the bed All Nursing staff have mandatory in-services
with_no Injuries notad. Further review of the scheduled for September 17™, 18", and 23
Report revealed the Responsible Parly was to be conducted hy the Director of Nursing
notified on Oﬁlu 10 atd 2: w Pl\.i!: The sectk:n of related to the appropriate docurnentation
the raport which stated, "Was it necassary to "o L -
notify the Physiclan ?" had N/A (not applicable) ;?q;"nﬁf;;ni ;Zm::c]:loa::;;ﬁ :Z‘:;'ef;f:
written in by Llcenged Practical Nurse (LPN) #11. .1:)1 d ized I:l ?
Review of the Nursa's Notes dated 02/11/10 et m“rzw’ accessible, and organized residont
2:00 PM did not Indicate if the Physician was ‘:ﬁm ' o . .
notifled of the fall. Al new hire nursing staff will be in-serviced on
the resident olinicsal record during the orientation
Interview on 08/26/10 at 4:00 PM with LPN #11 Process. ) .
revealed she no longer worked at the facility and All incident reports will be review by the
she felt overwhelmed and did not have encugh nurging intordisciplinary team in the next
tralning while working at the facility. Further day morning stand up meeting. The resident’s
Interview revealed she knew to notify the recor‘d or chart‘wdl be brought to the stand up
Physiclan after a tall and had notified the Nurse’ mecting and will be compared to and reviewed
Practitioner who was an the unit verhally of the with the incidént report to ensure proper
falls on 02/11/10. She further stated, she should notification of family and physician, accurate
have documented on the incldent Report or on complotion of the incident report, update to the
the Nurse's Notes indicating the Nurse resident care plan, an appropriate resident
Practitionar or Physician was hatified. Further assessment was completed and a nursing
Interview revealed she assessed the resident narrative docwmentation was completed.
after the falls and completed the Incident Reporis. Any findings will be addressed and any
She stated sha thought she had documented her necessary corrective actions will be initiated
asgeasment of the fall an the Nurse's Notes at that time.
related to the fall an 02/11/10 at 10:00 AM. The MDS nurse and care plan team will audit
the resident charts acheduled for that week’s
Atternpts were made to reach the Nurse care plan meetings for maintaining a complete
Practltioner; howsver she was unabie to be and accurate clinical record. Any findings will
reached. be addressed and any corrective actions will be
' initiated at that time.
Interview on 08/26/10 at 3:30 PM with the Direclor - -
of Health Services/ Corporate Administrator
revealed she was in the facility daily during the
time period of the resident's falls. She stated the
FORM OMB-2567(02-68) Previous Viaralons Obaolete Event ID: CHP111 Facllity ID: 100627 if continuation sheet Paga 20 of 21
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nurses were to notlfy the Physician of any faII
regardless f there was an injury and this should
be specified on the Incldent Report. She further
stated the nurses were ta complete A Nurse's
If\lotss with an’'assesament of the rasident after a
all

Interview on 08/26/10 at 3:40 PM with the Director
of Nursing (DON) revealed she did not work at
the facility In 02/10 at the time of the resident’s
falls, She further stated the Physlcian should be
natified of any fall, and the Fal! Incldent Report as
well as a Nurse's Note should be complaeted after
a fall. She stated the facllity was unable to locate
a Nurse's Note ralated fo the fall on 02/11/10 at
10:00 AM.

700 MASON HEADLEY ROAD
LEXINGTON COUNTAY PLACE
: . LEXINGTON, KY 40504
™) IO SUMMARY STATEMENY OF DEFICIENCIES iD PROVIDER'S FLAN OF CORRECTION X}
PABFIX (GACH DEFIOIRNGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B& COMPLETION
TAG REQULATORY OR L8C IDENYIFYING INFORMATION) TAG CRO9S-REFERENCED TO THE APPROPRIATE oATE
_DEFICIENGY)
F'614| Continued From page 20 F 514

How will the facility monitor its performance
to make sure solutions are sustainad?

Ongoing compliance will be consist of the
Incident report and resident vecord review
Completed daily in the scheduled moming
Stand ap meetings as stated in the above #3
Corrective action plan.

Medical records will audit two (2) charts from
each unit monthly for compliance with
maintaining complete and accurate clinical
records that are accessible and organized and
will report findings to the DON or MDS nurse
promptly if a correction is needed and will report
monthly 1o the CQL team and will continue this
audit as determined by the CQI team..
Compliance with this review will be reported
by the Director of Nursing during the monthly
quality assurance (CQI) meeting.

Completion Date
10/4/10

FORM CMS-2667(02-88) Previoua Varsions Obsolele

Evont I0:CHP11Y

Faclllty 1D: 100527
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CENTERS FOR MEDICARE & MEDICAID SERVICES - -OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (1) PROVIDERVAURPLIEN/CLIA {X2) MULTIPLE CONSTRUGTION . |txay oaTE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMAER: _ COMPLETED
_ A BUILDING o9 :
B. WING ' :
185160 - : 08/25/2010
NAME OF PROVIDER OR SUPPLIER " | aTReeT ADDAESS, GITY, BTATE, 2IP COOE
‘ 700 MASON HEADLEY ROAD
LEXINGTON COUNTRY PLACE LEXINGTON, KY 40804
064) ID BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GORRECTION (xs)
PREFIX (EACH DEFICIENGY MUBY B8 PAEOEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TG REGUIATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRORRIATE DATE:
e . DEFICIENCY)
K 000 | INITIAL COMMENTS : K 000

A Lite Safety Code survey was initlated and
concludaed on 08/26/2010. The facllity was found
1o not meet the minimal requirements with 42
Code of the Federal Regulations, Part 483.70,
The highest Scope and Severity deficlency - X 018
ldentlfled was a "D".
I;g: g NFPA 101 LIFE 8AFETY CODE STANDARD KO 1. plan of Comrection constitutes our

. . : facility’s writion ellepation of compliance
g(::‘r;e%rgl:ot;t‘lggrzgrggsggmlgg:;%;hea;:&alr for the deficiencies cited. However, submission
hazardous areas are substantial doors, such as of this Plan of Correction in nat an admission
those constructed of 1% Inch solid-handed core that & deficiency exists or that one was clted
wood, or capable of resisting fire for at least 20 correctly. This Plan of Carrection is submitted
minutes. Doors in sprinklared bulldings are only ta meet requirements cstablished by the statz

required to resist the passage of smoke. There is and federal law.

no Impediment ta the cloging of the doors. Doors ‘ ‘ .

are provided with & means suitable for keeping. , It is the policy of Five Star Quality Care

the door cloged. Dutch doors meeting 19.3.6.3.6 - | (Lexington Country Place) to maintain

are permitted. 19.3.6.3 Compliance with NFPA 101 Life Safety
(2000 ed,) requirements/regulations.

Fioller latches are prohibited by CMS ragulations (see attaclunent). '

In all health care facliities.
AMhat corrective actions were taken for those

fclidents identified as having been affected
plthe alleged deficient practice?

ECEvEY
SEP 28 20

;- specific residents were identified as having

BY’M,__H____ e bien affected by the alleged deficient practice. :

2. What actions will be taken to identify other !

residents who may be affected by the alleged i

' ’ deficiont practice? : ;

This STANDARD 1s not met as evidenced by: - i

Based on observatlon and interview It was All residents have the potential to be affected |

determined the facillly falled to ensure doors by the alleged deficient practice; therefore }

looated In the corridor could resist the passags of ' the facility will implement the corrective actions |

amoke aocording 10 NFPA standards. discussed in #3 below. f
]

uaommzv BiRECTORS QA UPPLIER REPREBENTATIVES ?)GNA RE CYIME q_o;mjm)o

Any defictency sta i ending with an asterfsk {*) denates a dafiolancy which the Inatitulion may ba excusad from correcting providing Itia deterrnined that
other safaguards provide sulliclent protection to tha patignts. (Ses |nstrusiions.) Exoept for nursing homes, the findings stated ahove are disclosable 80 days
folowing the data of gurvay whathar or not e plan af correction 18 provided. For nuraing homes, the above findings and plans of cofvaction ara dlaclosable 14
days following he date thase documents gre made avgiiable {o the faciity. if deficlgngles am cited, an approved plan of correotion le requisits o continued

program perticipation. 7Y m q_' 2 7"1 0

FORM CMB-26a7(02-90) Previous Varsiona Obeoiste Event I CHPIY Faclilty (D: 100527 W oontinuation sheat Page 101 6
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PAOVIDER/SUPPLIER/CLIA (X9) MULTIPLE CONSTAUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A BUILOING o1
B, WING
185180 . 08/26/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
' : N 700 MASON HEADLEY ROAD
LEXINGTON COUNTRY PLACE LEXINGTON, KY 40504
(08 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION B
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFOAMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE nATe
DEFICIENCY)
K 018 | Continued From page 1 K018
The findings Include: 3. What measures will be put into place or what :
systemic changes will be made to ensure that
Qbservation on 08/25/2010 at 11:30 PM, the alleged deficient practice will not rsoccur?
rovealed the resident's room doar, In room . T
amake, due toa gap, of approximately ¥ inch, by squaring the door and ¢liminating the gap,
which was located at the top right section of the to correct the s I ey
pace located at the top right
door. The observation was confirmed with the section of the door. The repair was completed
Director of Maintenanoe, af that time. : P et
' on August 25, 2010.
Inferview on 08/26/2010 at 11:30 PM, with tha A3 daars Waco inspocted to assure propor
Diractor of Malntenance, revealed ha was Atonsr 25. 201 i gapsp
unaware of the door having a gap which woutd g ’ '
::'Igw smoke i enter the room In the event of a 4. How will the facility monitor its performance -
to make sure solutions are sustained?
Reference: NFPA 101 (2000 edition) . . .
19.3.6.3.1* Doors protecting corridor opanings In Ongoing compliance will be consist of all
other than door checked by maintenance staff monthly
required enolosures of vertical openings, exits, or during Life Safety inspections and scheduled
hazardous Fire Drills.
areas shall be substantial doors, such as thosa Any findings will be addressed and any
constructed of necessary corrective actions will be
13/4-In. (4.4-cm) thick, solld-bonded core wood of niristod at that tirve.
of construction :
that resists fire'for not less than 20 minutas and Campliance will be reported bythe |
shall Maintenance Director or Administrator
be constructed o resist the pasgage of smokae. during the monthly quality assurance
Campllance (CQI) meeting,
with NFPA 80, Standard for Fire Doora and Fire
Windows, shall not
g:o rreqaﬁ:’red piaaranea hetween the bottom of the Completion Date
%/31/10
the floor covering not sxoeadlng 1 ln (2.5 cm)
shall be permitted
for corridor dooys..
Exception No. 1: Doors to tollet rooms,
bathrooms, shower rooma, sink
ciosete, and similar auxillary spacas that do not
FORM'OMG-2867(0504) Previous Vamions Obsolala Event ID:CHP121 Faolity ID; 100627 If conlinuation sheet Page 2of 8
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etandards. :

Required automatic sprinider systems are
conlinuausly maintained In reliable operating
condition and are Inspected and tested
periodically. 19.7.8, 4.6.12, NFPA 13, NFPA 26,
9.7.5

This STANDARD (s not met as evidenced by:
Based on obsarvation and interview, it was
determined the faciiity falled to ensure sprinkier
heads were maintain according to NFPA

The findings tnciude:

Observation on 08/25/2010 at 1:36 PM, revealad

one (1) sprinklerhead in the kitchen area was
found to be positioned to far into the celiing to
praduce an effective spray pattem in the event of
aflre. Further obseorvation, of tha conference
room, revealed an-escutcheon plate for one (1)
sprinkier that had fallen down blocking the
sprinkier head. The obsarvations were confirmed
with the' Maintenance Dlrector, at that time.

BTATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER:; COMPLETED
A BUILDING o1
8. WING
' 185160 08/26/2010
. NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
g 700 MABON HEADLEY ROAD
LEXINGTON COUNTRY PLACE
Xt UNTRY PL | LEXINGTON, KY 40504
Q) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8
FREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
. DEFICIENGY)
K 018 | Continued From page 2 K018
contain flammable or
‘combustible materiala.
Exception No. 2: In emoke compartments
protectad throughout by an
approved, supervised automatic sprinkler system
in accordence with
10.3.5.2, the door construction requirements of
19.3.6.3.1 shall not '
‘| be mandatary, but the doars shall be constructed
to reslst the passage of
smoke. '
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 K 062
=D :

This Plan of Cotrection constitutes our
facility's written allegation af compliance »
for the deficiencies cited. However, submissian -
of this Plan of Correction in not an admission
that & deficiency exists or that one was ¢ited
correctly. This Plan of Comrection is submitied
to meet requirements established by the state
and federal law, ’

It is the policy of Five Star Quality Care
(Lexington Country Place) to maintaia
Compliance with NFPA 101 Life Safety
(2000 ed.) requirements/regulations.
(see attachment). '

|
. What corrective actions were taken for those

residents identified as having boen affected
by the alleged deficient practice?

No specific residents were identified as having
been effected by the alleged deficient practice.

FORM CMB-2567(02-99) Peavious Vorslons Obeolets

Evant 10: CHP121

Faclity ID: 100527
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186160 8. winG 08/25/2010
NAME OF PROVIOER OR UPPLIER SYREET AQDRESS, OITY, BTATE, 2IP CODE
700 MABON HEADLEY ROAD
LEXINGTON COUNTYRY PLACE
LEXINGTON, KY 40504
(%4) ID BUMMARY STATEMENT OF DEFICIENCIES D " PROVIDEAS PLAN OF CORRECTION {81
PREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD 8€ GOMPLETION
TAG REGULATORY DR L8C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
. ' DEFICIENGY)
K 082 [ Continued From page 3 K 082

.| Referance: NFPA 26 {1998 edition)

Interview on 08/25/2010 at. 1:36 PM, revealed the
Malntenance Diractor was unaware of the two (2)
sprinkler hoads belng cbstructed.

2-0.1.1* Sprinklors shall be Inspected from lhe
floor level

annually, Sprinklers shall be fras of cormslon
forelgn materials,

paint, and physicat damage and shall be installed
inthe

proper otlentation {e.g., upright, pendant, or
sidewali). Any

sprinkier ahall ba replaced thal is paifited,
corroded, damaged,

loadéd, or in the improper orientation.

Exception Na. 1:* Sprinklers installed in
concetlled spaces such as

above suspended ceilings shall not require
inapaction.

Exception No. 2: Sprinklers lnatalled in areas that
are Inaccessible

for safety considerations due to process
operations shall be inspectad

du7ing each acheduled shutdown.

2-2.2* Plpe and Fittings. Sprinkier plpe and
fittings shallbe -

inspected annually from the figor lgvel. Pipe and
fittings ehall

bein good condlilon and free of mechanical
damage, leakage,

corraslon, and misalignment. Sprinkler piping
ghall not be '

subjected to external loads by materlals elther
ragling on the

2. . What actions will be taken to identify other

residents who may be affected by the alleged
deficient practice?

All residents have the potential to be affected

by the alleged deficient practice; therefore

the facility will implament the comective actions
discussed in #3 below.

What measures will be put inta place or what
systemic changes will be made to ensure that
the alleged deficient practios will not reoccur?

The one (1) sprinkler head located in the
kitchen area was repaired to the accurate
position to produce an effective spray pattexn
by Simplex Grinnell on August 30,2010.
The ¢scutcheon plate on one (1) sprinkler located
in the confersnce room was repaired to the
" proper position not to block the sprinkler head
by maintenance on August 25, 2010.
All sprinklers were inspected on August 25, 2010,

- How will the facility monitor its performance
to make sure solutions are sustained?

Ongoing compliance will be consist of
scheduled quarterly sprinkler inspections

by Simplex Grinnell and by Maintenance staff
during monthly Life Safety inspections.

Any findings will be addressed and any
necessary corrective actions will be
initiated at that time.

Compliance will be reported by the
Maintenance Director or Administrator ‘

El;:: or Qur;? trom the pipe. lod during the monthly quality asswuance

aption No. 1:* Plpe and fittinge installed In CQI meeting.

congealed spaces ( gumpletmn Date

. 831710 ]
FORM CMB-2567{02-99) Previaus Verslons Dbeoiete Event {0 CHPI21 Faulity m; 100527 . 1t continusfian shast an' 416
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186160
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B. WING'

(X3) DATE SURVEY

COMPL|
o1 ETED

008/26/2010
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o) ID
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUSBTY BE PRECEDED BY FULL
AEAULATORY OR LBC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

. PROVIDER'S PLAN OF CORRECTION oy *
(EACH CORRECTIVE ACTION 8HOULD BE COMPLETION

CROSS-REFEAENCED TO THE APPROPRIATE Rl
‘OEFICIENGY)

K 062

K 076
88=D

.Exception No. 2: Pipe Installed In areas that are:

Continued From page 4

such as above suspended cellings shall not
require Inspection,

inaccesslbla for safety

consldarations due to pracesas aperations shall be
ingpeotad during

each scheduled shutdown.

NFPA 101 LIFE SAFETY CODE STANDARD

Madical gas storage and administration areas are
protected in accordance with NFPA 89, Standards
for Health Care Facliities.

(a) Oxygen storage locations of gréater than
3,000 cu.ft. are enclosed by a one-hour
separation.

(b) Locations far supply systems of greater than
3,000 cu.ft. are vented to the outside. NFPA 59
43.1.1.2, 10324

This STANDARD is not met as evidenced by:
Based on observation and Intarview, i was
detarmined the fecilily falled 1o enaure elecirical
wall fixtures Inslde oxygen atorage rooms were -
protected according to NFPA standards.

The findings Include:

Observation on 08/26/2010 at 11:38 AM, revealed |
that Insidle the oxygen storage room located on
the Station One Wing, there were two (2)
olectrical wall fixtures located approximately two
(2) teet high mounted on the wall. Elecirical wall
fixtures must be located a minimum of five ()

K 062

K076

K 076

This Plan of Correction constifutes our
facility’s written allegation of compliance =
for the deficiencies cited. However, submission’
of this Plan of Correction in not an admission
that a deficiency exists or that one was cited
correctly. This Plan of Correction is submitted
to meet requirements astablished by the state
and federal law.

Tt is the policy of Five Star Quality Care
(Lexington Country Place) to maintain
Compliance with NFPA 101 Life Safety
(2000 ed.) requirements/regulations.
(see attachment).

I

1. What correctiva actions were taken for those
residents identified as having been affected
by the alleged deficient practicé?

No specific residents were identified as having
been affected by the alleged deficient practice.

FORM CM5-2587(02-89) Previous Veraiona Obsolsta

Evant ID: CHP121
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BTATEMENT OF DEFIOIENGIES (X1) PROVIDER/SUPPLIEFVCLIA (¥2) MULYIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING ™
165160 . wine - ' 08/26/2010
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE '
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LEXINGTON COUNTRY PLACE . LEXINGTON, KY 40504
044} D " SLUMMAFY GTATEMENT OF DEFICIENGIES , n PROVIDER'S PLAN OF CORRECTION pe
PREFDC (RACH DEFICIENCY MUBT 88 PRECEDED &Y FULL PREFIX EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TG AEQULATORY OR LBC IDENTIFVING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFIOIENCY) :
o |
K076 comlnued From page b KO76| 2. What actions will be taken to identify other :
teat from the surface of the floor in oxygen supply .+ Tesidents who may be affected by the alleged |
rooms to prevant damage o the electricalwall | - * deficient practice? }
fixtures. Tha obsarvation was confirmed with the |
Malintenance Director, at thal time. . ~ Al residents have the potential ta be affected |
. _ ' ' : by the alleged deficient practice; therefore
Interview on 08/26/2010 at 11:38 AM, with the : the facility will implement the comective actions
Maintenance Director, revealed ha was unaware ) discussed in 43 below. . )
that electrical wall fixtures must be mounted &
minimum of five (5} feet from the level of the floor 3.  What measures will be put into place or what

In oxygen supply rooms. systemic changes wil) be made 10 ensure that
. . ' the alleged deficient practice will not ur?
Reference: NFPA 89 (1099 edition) 8 practice willnotreoce

4-3.1.1.2 | The two (2) electrioa] wal
4. The elsctric installation In storage locations or repaireg gy)rii:-’n;; Ot\lﬁol E’;mmrf:‘xﬁ
manifold enclosures for nonflammabile medical wall height of five (5) feet from the surface of
gases shall comply with the standards of NFPA the floor in the oxygen storage room located
70, Natlonal Electrical Cade, for ordinary on Station One (1). The repair was completed
locatians. Electric wall fixturgs, switches, and by maintenance on August 25, 2010,
raceptacies shall be Installed in fixed locations not _ &
less than 152 ¢m (S ft) above the floor as a : Th

v ) 6ré are no other oXygen storage rooms
precauition against thelr phyalcal damage. . in the facility to inspect,

4. How will the facility monitor its performance
to make sure solutions are sustained?

Ongoing compliance will bs consist of
monthly inspection of the oxygen storage
room for safety checks by maintenance staff
during Life Safety inspections.

Any findings will be addressed and any
necessary comrective actions will be
initiated at that time.
Compliance will be reported by the
Maintenance Director or Administrator
during the rgonthly quality assurance
(CQI) meeting. Completion Date
8/31/10
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